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LETTERS TO THE EDITOR
Regarding “Choice of vascular surgery as a specialty:
Survey of vascular surgery residents, general surgery
chief residents, and medical students at hospitals with
vascular surgery training programs”
We read with interest the article by KeithD. Calligaro et al.1 In
the United Kingdom, half of vascular surgeons also practice gen-
eral surgery and participate in receiving emergency general surgical
referrals. Vascular training is combined with general surgery. The
implementation of a 58-hour week in mid-2004 has raised con-
cerns about the training of vascular specialists. In 2007, Modern-
izing Medical Careers (MMC) will introduce a new training path-
way with only 4 years in general surgery resulting in a certification.
Specialization in vascular surgery is proposed to follow this with
selective entry into a 2-year dedicated training program (4  2).
Surveys of vascular trainees were undertaken in 2003 and
2004 (before and after introduction of the 58-hour week). Re-
sponse was received from 43 of 68 in 2003 and 57 of 78 in 2004.
As with vascular surgical residents in the United States, only half of
the trainees wish to practice vascular surgery alone (50% in 2003
and 55% in 2004). Most (82% in 2003 and 96% in 2004) regard
interventional radiology, particularly endovascular aneurysm re-
pair, as being important. In 2003, most (52%) supported the 4 
2 training pathway. In 2004, a 3  3 pathway was favored (42%).
However, at the recent annual general meeting, 86 of 92 trainees
present (128 registered nationally) voted to split from general
surgery training, with 4 years of specialized training in vascular
surgery and endovascular interventional radiology.
Although approached from a different direction, the opinion
of trainees across the Atlantic is similar. Trainees are keen to
undertake endovascular training. Many would wish to practice
general and vascular surgery. However, once having decided to
begin a career in vascular surgery, most surgeons wish to undertake
extended training in vascular surgery. Training should therefore
focus on earlier career advice and extended training in dedicated
schemes to evolve, and not narrow, the speciality of vascular
surgery.
Toby Richards, MRCS
Oxford University, Oxford, United Kingdom
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Regarding “Transposition of the brachial vein: A new
source for autologous arteriovenous fistulas”
Bazan and Schanzer (J Vasc Surg 2004;40:184-6) are to be
commended for their timely article that encourages the use of
brachial vein transposition in the absence of other suitable autog-
enous veins. They teach us a lesson in the uncompromising cre-
ation of autogenous arteriovenous access (AVA) from veins that we
may be unaware of. However, we believe that other factors need to
be taken into consideration in the construction of transposed
brachial vein AVAs.
First, in our past experience, the long, wide incision described
caused increasedmorbidity after surgery and problems with wound
healing in both basilic and brachial vein transposition, which
delayed the use of the access. The technique we use in our center
for this operation is very similar, except for the skin incision. The
technique for both veins is the same as they are close together.
Instead of a long, single skin incision, we use skip incisions, a
technique adapted from vein harvesting in distal revascularization.
The veins are harvested and all branches are ligated through small
incisions with gentle retraction.
After the vein is completely freed, it is transposed either to a
new lateral tunnel or to a tunnel under the skip incisions (Fig a). In
the case illustrated, the access was ready for venipuncture within a
month of the surgery, and the access was initially punctured
between the skip incisions (Fig b). We have performed 30 AVAs
with transposed basilic veins and one with a transposed brachial
vein in the past 10 years using this technique.
The second problem is one of patency. We and others have
achieved a secondary patency rate of90% for prosthetic AVAs by
frequent follow-up and aggressive intervention.1,2 These results
are better than those published for AVAs using transposed basilic
veins,3,4 which is presumably similar to transposed brachial veins
Fig 1. a, Skip incisions for transposition in right brachial artery to
transposed basilic vein arteriovenous access. The same technique is
applicable to brachial vein transposition. b, The healed incisions at
4 weeks. The arm is ready for venipuncture.
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although there is no literature on the subject. In addition, our rate
of autogenous AVA construction has reached about 70% with the
aid of preoperative mapping and other techniques.5 We therefore
do not perform transpositions at all costs but rather in selected
patients, especially in those with known or suspected hypercoagu-
lability.
Another factor that arises from the use of transposed veins is
that if they occlude, that arm can no longer be used for any kind of
AVA. On the other hand, at least two prosthetic AVAs can be
constructed in the same arm in case of occlusion.
We suggest that vein transposition can be used to increase the
availability of autogenous veins for AVA but that they should be
used selectively, and if used, then skip incisions might reduce
morbidity and allow earlier initiation of venipuncture.
David Shemesh, MD
Oded Olsha, MB,BS
Shaare Zedek Medical Center
Jerusalem, Israel
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Reply
We thank Shemesh and Olsha for their comments and appre-
ciate the points raised because they further underscore many of the
issues we feel are essential to amplify the use of autogenous veins
for the creation of arteriovenous fistulas. Regarding the use of skip
incisions, we do not think that their use in the dissection of the
brachial vein is a good idea. This vein is very thin and has multiple
small branches, and to free it safely for transposition and prevent
injury, a long incision that provides better exposure is superior.
With regard to flap necrosis from long incisions, as we men-
tioned in our note, care has to be taken not to undermine the
incision. As long as flaps are avoided, the chance of skin necrosis is
minimized. As a matter of fact, we have not seen this complication
in either basilic or brachial vein transposition arteriovenous fistulas.
We agree that one should be selective in choosing the correct
patient for this type of arteriovenous fistula creation. In patients
with small veins, a synthetic arteriovenous graft may be the more
optimal choice. Shemesh and Olsha are to be commended for such
a high secondary patency rates in their arteriovenous grafts. In our
institutions, however, the secondary patency rate has been in the
60% to 70% at 1 year, similar to that reported in the literature. We
believe, therefore, that increasing the prevalence of autogenous
fistula creation, as stated in the guidelines set forth by TheNational
Kidney Foundation-Dialysis Outcomes Quality Initiative (NKF-
DOQI) guidelines, should lead to an overall increased arterio-
venous access patency, decreased costs, and decreased morbidity.
The brachial vein is simply another conduit to consider in those
without suitable superficial venous anatomy, such as cephalic or
basilic veins, in the creation of native arteriovenous fistulas.
Hernan A. Bazan, MD
Mount Sinai Hospital
New York, NY
Harry S. Schanzer, MD
Bronx VA Hospital
Bronx, NY
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Regarding: “Stent-graft repair of traumatic thoracic
aortic disruptions”
There have been various developments in recent years in the
management of traumatic thoracic aortic disruptions. Endovascu-
lar stent grafting has emerged as an attractive option. Wellons et al
(J Vasc Surg 2004;40:1095-100) experienced 10 patients with
traumatic thoracic aortic disruptions between January 2003 and
March 2004. One patient underwent open repair because of a
short neck. The remaining nine patients received endoluminal
stent-graft repair, with successful exclusion of the traumatic dis-
ruption. One patient died of cerebral injury. No patient had spinal
cord ischemia.
We have treated 21 patients with traumatic thoracic aortic
disruptions during the last 50 months. Ten patients underwent
endovascular stent grafting. One patient died of bilateral lung
injuries. A change to open repair was made 14 days after the initial
stent grafting in a 29-year-old patient because of migration. Fol-
low-up computed tomography scans showed disappearance of
aortic injuries in the remaining patients. No patient developed
paraplegia. The immediate outcomes of endograft repair appear to
be promising.
Wellons et al probably intended to apply this less invasive
treatment to all patients with traumatic thoracic aortic disruptions
during the study period. However, we disagree with their strategy.
We believe that open repair should be performed in young patients
without other serious associated injury, especially cerebral hemor-
rhage, for the following two reasons:
First, the early results for young patients in our series who
underwent surgical intervention were excellent. Without other
serious associated injuries, operative death was zero.
Second, stent-graft migration is a concern. In our patients, the
sizes of prosthetic vascular grafts used in stent grafting were larger
in elderly patients than in young patients. Thus, young patients
may have dilation of the aorta as they get older and may experience
stent migration in the late period. In addition, it is often difficult to
follow up young patients after discharge. We have observed two
graft migrations in 120 patients who had undergone endovascular
stent grafting of the descending thoracic aorta. Both migrations
occurred in young patients.
Considering these facts, durability of stent grafts for young
patients is doubtful. Therefore, open repair should be the first
choice of treatment for traumatic aortic injury in young patients
without serious associated injury.
Traditionally, there were two methods for treating blunt trau-
matic aortic rupture: immediate surgical treatment and delayed
surgical treatment. Endovascular stent grafting has been added to
the conventional treatments. The management of acute aortic
injury should be individualized according to the information from
patients.
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